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{N 000} Initial Comments {N 000}
This was a revisit for the State home health
re-licensure survey completed on 3-17-14.
Survey Date: 4-23-24
Facility #: 005354
Medicaid Vendor #: 100264920A
Surveyor: Vicki Harmon, RN, PHNS
Eight (8) deficiencies were found to be corrected
during this survey.
Daviess Community Hospital Home Health was
found to be in compliance with the Indiana rules
for home health agency licensure 410 IAC Article
17.
Quality Review: Joyce Elder MSN, BSN, RN
April 24, 2014
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